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1) By aflixing mY signalure or thumb imPression on this Form. I (Applicant) hereby agree & authorise Koshi ka Foundation and it's Trustees to

use/Publish/Put-uP/rePr oduce mY name, add ress, photo & details of lhe'Purpos e;, for which such assistance is requested/gra nted. through any

medium, including but not limite; to verbal' print, elecfoni c. for soliciting donations lor Koshika Foundation and/or disseminating information about it s

activities/achievements Such use ol mY Photo & details can be made bY Koshika Foundation belore or after my treatment or futlil ment ol lhe'Purpose"

2) I (ApPlicant) further agree that any such use of mY name' address' Photo & details of the'PurPose", for which such assistance is requested/granted,
for which assistance LS being requested

will not automatical ly eniitle me for receiving or continuing the said assistance The decision lor gran ting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard wi ll be final and acceptable to me
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By affixing hereunder. srgnature of out Aulhonsed Signatory for recommending th is case/patient for financial assistance from Koshika Foundation' we

Hospital) herebY atlirm & accePt lollowing
uturc avail of flnancial assistance from another NGO or any othe r source, for the same patienucase , as we are

by Koshika Foundation , in part or in full , then
. to the extent that such

the HosPita I reseryes
assistance is granted bY

it's right to make uP the
Koshika Foundation lf the requested assistance is not granted

1) that we neither are Dresently nor will ln f
Koshtka Foundation shortfall from anothe r NGO or any other source. This

requ esting to get from

confirmation essentiallY siates that the Hospitalwill not avail any duplicate assistanco for the same Patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenUProcedu re advised/conducted by the Hospital on lhe

patient , is based on th€ arrangement between the patient & the HospitaL and is in no way influsnced bY Koshi ka Foundation Hence, the Hospital will

assume sole & complete responsibility of the treatment & it s outcome & safety of the Patient . and Koshika Foundation will have no role or responsibilitY
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